INTRODUCTION
The American Academy of Pediatrics (AAP) has recently released a policy statement and technical report on circumcision,1 in both of which the venerable child health organisation-cum-doctors' trade association suggests that the health benefits conferred by the surgical removal of the foreskin in infancy definitively outweigh the risks and complications associated with the procedure. This long awaited pronouncement from the AAP's Task Force on Circumcision breaks the organisation's silence on the topic, which extended for just over one and a third decades.2 And while these new documents do not positively recommend neonatal circumcision, they do (paradoxically) conclude that its purported benefits 'justify access to this procedure for families who choose it,' claiming that whenever and for whatever reason it is performed, it should be covered by government health insurance.
This turns out to be an extremely delicate and, in the end, arguably untenable, balancing act. As the Oxford ethicist Brian D Earp comments, the policy statement 'is full of equivocations, hedging, and uncertainty; and the longer report upon which it is based is replete with non-sequiturs, selfcontradiction, and blatant cherry-picking of essential evidence.'3 And as argued in a forthcoming international statement criticising the AAP's new policy, both documents exhibit cultural bias in favour of circumcision, and seem to put the AAP firmly out of step with world medical opinion on this issue. 4 Indeed, as we shall demonstrate over the course of the following pages, the policy statement and technical report suffer from several troubling deficiencies, ultimately undermining their credibility. These deficiencies include the exclusion of important topics and discussions, an incomplete and apparently partisan excursion through the medical literature, improper analysis of the available information, poorly documented and often inaccurate presentation of relevant findings, and conclusions that are not supported by the evidence given.
CONSPICUOUS OMISSIONS
The policy statement and the accompanying technical report may be most notable for what they do not address. The documents fail to engage with several critical issues: (1) the anatomy or function of the foreskin and the harm caused by its removal, ( 2) basic principles of biomedical ethics and how they bear upon the permissibility of the procedure in the first place and (3) fundamental issues in human and children's rights and their relevance to the surgical infringement of bodily integrity. Any one of these omissions would, by itself, seriously compromise the integrity of the policy statement and the technical report; considered together, however, they might be taken to call into question the AAP's diligence in carrying out its medical and ethical responsibilities in this area toward its constituent members and their child patients.
The AAP documents steadfastly omit any description, let alone evaluation, of the body part actually at stake in this discussion: the foreskin.
The foreskin is of course mentioned -as the structure that is removed by circumcision -but that is all. Yet the anatomy, histology, physiology and pathophysiology of the foreskin are all well described in the medical literature. The foreskin is a complex, erogenous, specialised junctional structure that has important sexual, immunological and protective functions for the intact male as well as for his female sexual partners.5-8 Despite the recent appearance of a timely and important study demonstrating the significant deleterious impact of male circumcision on sexuality,9 the documents 434 Studies showing pain and changes in infant behaviour after circumcision are not so much as mentioned. Yet, circumcision adversely affects the developing infant brain by causing traumagrade increases in heart rate, blood pressure and stress hormone levels.10 11 Some infants do not cry because they go into shock. Mother-infant bonding and feeding is disrupted, as are infant sleep patterns.11-13 Circumcised infants become more irritable and less consolable than their intact peers. 14 The documents also fail to mention foundational principles from biomedical ethics. Seemingly, such notions as respect for autonomy, the child's right to an open future, and the normally high bar set for surgical interventions on minors would be at least worth alluding to in a serious discussion of the moral permissibility of male circumcision. Yet the AAP's repeated, unsupported, alternative suggestion that, 'In most situations, parents are granted wide latitude in terms of the decisions they make on behalf of their children' constitutes their entire ethical argument.1 This assertion badly misstates the law. The powerful ethicolegal precedent set by the United States Supreme Court in 1944 in Prince v Massachusetts and subsequently reaffirmed by countless courts holds: 'Parents may be free to become martyrs themselves. But it does not follow they are free, in identical circumstances, to make martyrs of their children before they have reached the age of full and legal discretion when they can make that choice for themselves. '11 As we have argued elsewhere,15 non-therapeutic circumcision of neonate males is incompatible with widely accepted ground rules for surgical intervention in minors. A proposed nontherapeutic procedure must satisfy a stringent set of criteria: there must be a substantial danger to public health; the condition must have serious consequences if transmitted; the intervention's effectiveness must be well established; the intervention must be the most appropriate, least invasive, and most conservative way of achieving the desired public health objective; and the individual must be provided with appreciable benefit not dependent on speculation about his or her hypothetical future behaviour. For procedures to be performed on children unable to give consent, heightened scrutiny of any such measures is required.15 Given, however, that a healthy foreskin (as opposed to a diseased one) poses no threat either to personal or to public health, it follows that any form of 'treatment' -apart from being simply illogical -is ethically impermissible as well, since parents lack the authority to grant permission for '"Furthermore, the word 'condom' is entirely absent from the thirty-page technical report. Omitting to mention more effective, safer, and less invasive alternative interventions (such as condom use or the administration of vaccines and antibiotics) undermines any type of informed decision-making with respect to circumcision. responsibilities to his or her patient exist independent of parental desires or proxy consent. '16 The AAP ignores a child's well-established human and legal rights. These include -as confirmed by the June 2012 landmark ruling of a regional court of Cologne, Germanylv -the right of a child to decide for himself upon reaching an appropriate age whether he wants to part with his foreskin. The foreskin is, after all, a functional component of his own sexual anatomy, and one enjoyed without serious issue by a majority of the world's men. Instead, the AAP suggests -with more honesty than ethics -that the common reluctance of an older child or adult to be circumcised justifies parents forcing a genital operation upon him at an age when he is too small to effectively In addition to the troubling omissions just discussed, the AAP report suffers from being two-and-a-half years out of date at the time of its publication. The last literature search was performed in April 2010 for a report published in August 2012. Moreover, the AAP documents evidence a highly biased literature review.
The AAP arbitrarily -and indefensibly -excludes from consideration case reports, case series, ecological studies, reviews and opinions. By doing so, it failed to consider the most serious complications associated with the procedure, such as partial and complete amputation of the glans of the penis, which are typically described in (virtually innumerable) case reports and case series. Studies that suggest benefits for circumcision appear in the technical report, while at least 100 studies that fail to support a benefit, or that find detrimental effects of circumcision are omitted. The exclusionary policy also has an odd geographic element to it. Conspicuously absent are studies from North America of sexually transmitted infections, including Hiy which have consistently failed to find an association between sexually transmitted infections and circumcision status. The AAP imports data from another continent (see below) as the only available justification of its conclusion that the benefits outweigh the risks.xl
The AAP also cherry-picks information from within the articles it cites. For example, the AAP selects bits of language out of context that lend support to its position while completely ignoring contradictory data. The AAP cites a study that determined that male circumcision removes the most sensitive part of the penis, but fails to cite this finding.63301 The AAP also mentions a study suggesting that circumcising men increases the risk of HIV transmission to female sexual partners, while ignoring that presumably uncongenial finding. 65 The AAP even cites a study showing that smoking and a narrow foreskin, not a normal one, contribute to penile cancer, then suggests that circumcision of normal foreskins can help prevent penile cancer.66
LOGICAL LEAPS
One puzzling aspect of the AAP policy statement is a contradictory dance performed on the question of how strong the alleged benefits of the procedure are. On the one hand, it is described as an 'elective procedure', and moreover, one for which the 'health Svoboda. The CRC, while unratified by the US, is applicable to the US under international customary law, as explained in this article.
xlAs with the parental permission rule discussed above, in medical ethics, the risk/benefit evaluation was designed to evaluate therapeutic procedures, that is, procedures directed to addressing an existing pathology. Such a balancing is thus completely irrelevant to non-essential surgery that removes funcitonal tissue. This is all the more true when, as here, safer and more effective alternatives are available for resolving the same concerns.
xllA common misconception is that the glans is the most sensitive portion of the penis, but studies have found that compared to the foreskin, the glans is a neurologically blunt organ, on par with heel of the foot. 64 benefits are not great enough to recommend routine circumcision of all male newborns.' The AAP admits that 'the true incidence of complications after newborn circumcision is unknown,' stating also, 'Based on the data reviewed, it is difficult, if not impossible, to adequately assess the total impact of complications, because the data are scant and inconsistent regarding the severity of complications.' Yet despite the purported lack of complication dataxm the AAP somehow manages to conclude that '... current evidence indicates that the health benefits of newborn male circumcision outweigh the risks'. Since they concede that they are missing the denominator to their equation, one wonders how they performed this calculation.
Furthermore, the AAP concludes, without performing any recognised form of analysis, that the purported benefits of circumcision are 'sufficient' to 'justify access to this procedure for families choosing it' and to 'warrant third-party payment for circumcision of male newborns' if and when it does occur. This conclusion, without the proper foundation, comes out of nowhere. It is not a result of the literature search, biased though it is; nor does it follow from a cost analysis of benefits versus risks, because no such analysis took place.xlv While a noted circumcision proponent has published a cost analysis that found that circumcision did not save money,90 this was not mentioned. The AAP also failed to cite that cost-effective analyses have found that circumcision was much more costly than condoms or antiretroviral therapy to prevent a case of HIV infection in Africa,91 or several cost-utility analyses have found that circumcision neither saved money nor preserved quality-adjusted life-years. [92] [93] [94] [95] As argued in the commentary by Earp cited earlier, 'The AAP cannot plausibly justify "third party payments" for a procedure that is more perilous, more ethically problematic, less effective and less cost effective than available alternatives. The government dime is clearly better spent elsewhere.'3 Indeed, the AAP calls circumcision an 'elective procedure,' but families are typically not allowed to choose elective procedures, such as purely cosmetic surgery, for their children. Also, third parties are not willing to pay for elective procedures. The AAP wants physicians to get paid for unnecessary surgery, but if the AAP were to call it necessary surgery and recommend it, then it would potentially bear responsibility for any complications or harm resulting from the surgery.3™ Thus, presumably, the attempt to walk a fine line.
OUT OF AFRICA: CIRCUMCISION AND HIV
The AAP maintains -as previously asserted in its 1999 policy statement97 -that the 'health benefits (of circumcision) are not great enough to recommend routine circumcision of all male newborns.' Yet without any genuine justification, the AAP has, nevertheless, adjusted its position toward greater tolerance of xluThe AAP did not look very hard for complications. Even a cursory review of the medical literature would have turned up the fact that one common delayed complication of infant circumcision, meatal stenosis, afflicts 5-20% of circumcised males.67-89 Since most of these patients require a meatotomy, the number needed to harm is between five and twenty.
xlvTo demonstrate that the benefits of circumcision outweigh the risks to such a degree that government health services should be compelled to reimburse physicians and hospitals, both the benefits and risks must be quantified, the benefits must be shown to outweigh the risks, the cost of providing these benefits must be shown to be acceptable, and circumcision must be shown to be the preferred intervention (on the basis of cost, effectiveness, and benefit-to-risk). The AAP completed none of these tasks. Problematically, however, the African studies were closer to a lowest common denominator than the 'gold standard' suggested by the New York Times,101 suffering from numerous critical flaws including selection bias, randomisation bias, experimenter bias, inadequate blinding, participant expectation bias, lack of placebo control, inadequate equipoise, excessive attrition of subjects, failure to investigate non-sexual HIV transmission, leadtime bias, and time-out discrepancy.102-107 Additionally, the '60%' figure typically cited as the reduction-of-risk outcome shown by the studies refers to relative risk and seems calculated to deliberately mislead; the absolute risk reduction was only a negligible 1.3%. With such a small absolute risk reduction, it is difficult to know if this finding is valid, given the background noise produced by the numerous sources of bias.
Furthermore, the US has both the highest rate of circumcision and the highest rates of HIV and sexually transmitted infections in the industrialised world, so a claim that the first can prevent the other two seems highly implausible. The AAP admits as much by saying that 'key studies to date have been performed in African populations with HIV burdens that are epidemiological^ different from HIV (burdens) in the United States.' The epidemiological differences are in fact vast; in Africa, one of the 'best' places to become infected with HIV is at a health clinic through iatrogenic exposure,108 109 whereas in the developed world, HIV is primarily transmitted by injecting drug users and by gay men. The dramatic differences between the African and American medical and epidemiological settings could hardly be more stark.™1
It must also be emphasised that the findings in Africa -even if we were to accept them on their face -apply only to adult males. There are no studies that have found an association between infant circumcision and risk for heterosexually transmitted HIV Infants, unless they are sexually molested, are not at risk for sexually transmitted HIV Removing functional tissue from an infant, therefore, based on speculation about his sexual behaviour decades later makes very little sense. At best, the African studies could be used to justify suggesting to an adult male that circumcision might help reduce his risk of becoming infected with HIV -assuming, of course, that he refused to wear condoms and took little care in selecting his sexual partners.™ xvlSo ambiguous and contradictory is the AAP's language that several media reports concluded that they had, in fact, recommended routine circumcision: for example, 'Routine circumcision of boys advisable: U.S. Study' in the Vancouver Sun , available at http://www.vancouversun.com/ health/Routine + circumcision +boys + advisable + study/7 1546 1 1/story. html xvl,North American data, inexplicably ignored by the AAÇ demonstrates the lack of relevance of the African RCTs. [110] [111] [112] [113] [114] [115] Only one of these studies demonstrated any difference in rates of HIV and AIDS, but only in a select sub-population and not for the entire population seeking care at the STD clinic. Moreover, a recent study from Puerto Rico showed that circumcised men had higher risks relative to intact men for both HIV and for a number of other conditions including genital warts.111 It is alarming that the AAP ignored studies conducted in the US.
xvmParadoxically, the AAP also contradicts its statement about epidemiological differences by stating that it 'recommends additional studies to better understand... Embarrassingly, the findings in these highly publicised studies can be completely attributed to sampling bias and lead-time bias.116-118 Studies of HPV that have used proper sampling techniques have failed to find an association between these infections and circumcision.119-129 If the AAP had evaluated these trials properly, rather than repeat their results without exploring them for fatal flaws, it would have reached a different conclusion. Of course, if it had bothered to mention the existence of an effective HPV vaccine anywhere in their technical report, it could have skipped the circumcision-prevents-HPV discussion altogether.
The AAP's discussion of syphilis is likewise myopic. While it notes that the prevalence of syphilis, primarily in Africa, has been found to be lower in circumcised men,130 they fail to note that two of the African randomised trials found the incidence of syphilis to trend higher in the men randomised to early circumcision. 131 132 Consequently, the evidence is conflicting.
Likewise, if the AAP had systematically reviewed the medical literature, as it claims to have done, it would have discovered that circumcised males have a significantly greater prevalence of having a sexually transmitted infection in general as opposed to not having a sexually transmitted infection.118 There is no excuse for this lack of scholastic rigor.
In the discussion regarding penile cancer risk, the AAP report gets the numbers completely wrong. It incorrectly alleges that 909 circumcisions would need to be performed to prevent one case of penile cancer. This estimate is inconsistent with the known epidemiology in the USA, where the age-adjusted rate of penile cancer is approximately 0.8 per 100 000 personyears. 133 134 This translates into a lifetime risk of 0.000576 or 1 in 1736. If as claimed, circumcision reduces the risk by a factor of 2.5, the lifetime risk for a circumcised male would be 0.0002304. The absolute risk reduction would be the difference, or 0.0003456. The number needed to treat would be the inverse of the absolute risk reduction or 2894, which is triple the AAP's number. What remains unexplained is that the rates of penile cancer in the USA exceed those in Denmark, Norway, Finland and Japan, where infant circumcision is rare. [135] [136] [137] [138] As the BVKJ also noted, the only possible benefit of circumcision in infancy (as opposed to waiting until the age of consent) is a reduction in the risk of contracting a urinary tract infection. These infections are rare (approximately 1%), limited primarily to the first 6 months of life, are easily and effectively treated with oral antibiotics, and very rarely result in hypertension or long-term kidney disease. The report fabricates the number needed to treat as 100, while a population-based cohort study Moreover, and critically, even if male circumcision were proven to confer a level of protection against HIV/AIDS and/or other STDs, infants nevertheless cannot be ethically subjected to the procedure. Because of the demonstrable availability of a less expensive, less invasive, more cost-effective alternative -that is, voluntary condom use by sexually active adults -the genital cutting of a young child toward the same supposed end cannot plausibly be reconciled with the dictates of medical ethics.
Certainly, given that a more effective alternative exists, as the Cologne Court correctly held, medical ethics requires that the child must in such cases be allowed to make his own decision upon reaching an appropriate age.
CULTURAL CONSIDERATIONS
Regarding cultural and religious considerations, the AAP fancifully claims several points, using slightly different language, 'It is reasonable to take these non-medical benefits and harms for an individual into consideration when making a decision about circumcision.' In fact, few things are less reasonable and more unprecedented than physicians making medical decisions based on non-medical factors and vagaries of their infant patients' parents' culture and religion as central to whether to do a procedure. Doctors are not cultural brokers. Their business is safeguarding patients' health, not promoting practices that lack a sound foundation in evidence-based medicine and in medical ethics.
Moreover, a huge logical hole appears when the policy statement suggests that, 'Parents should weigh the health benefits and risks in light of their own religious, cultural and personal preferences, as the medical benefits alone may not outweigh these other considerations for individual families.' One cannot coherently argue that circumcision is elective and of variable value at the individual level, yet decisively important in a larger public health context. This is not the first time in recent years that the AAP has issued an ill-advised position statement relating to a form of genital cutting. The AAP released a policy statement in 2010 in Pediatrics defending certain forms of female circumcision if performed for 'cultural' reasons.140 Physicians who had followed the AAP's suggestion at that time would have thereby violated federal law protecting females from such procedures. After numerous organisations opposing genital cutting pointed out the errors, the AAP quickly issued a terse retraction of its previous statement.141 142 At least the AAP has been consistent: that report also failed to acknowledge children's right to bodily integrity.
CONCLUSION
The AAP appears to be forking off even further in an inexplicable departure from the views of the rest of the medical establishment on the morality and science of childhood circumcision.
Even the American Medical Association agrees that there is insufficient justification for performing the procedure on xlxThe number needed to harm is the inverse of the expected complication rate following an intervention. In this case for every [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] circumcision performed one would expect a case of meatal stenosis requiring surgical correction. newborns absent specific medical indications.143 Unlike the AAP, its peer organisations in Europe and also in Australia, the UK and Canada144-146 recognise that medical considerations must be considered in conjunction with ethical and legal considerations, and that under such an analysis, it should be neither recommended to parents nor funded by government insurance systems. The Finnish Union of Medical Doctors (Suomen Lääkäriliitto) is opposed to non-medical circumcision on the grounds that it involves risks, inflicts pain and injury, and violates the child's right to decide about his body,20 and the Royal Dutch Medical Association (KNMG) has gone so far as to discourage its membership from participating in the procedure as it carries risks without countervailing benefits. 21 The Swedish Paediatric Society has called infant male circumcision an 'assault on boys.'19 As discussed above, the German BVKJ also strongly opposes the procedure. 22 Over 100 boys die each year from this needless procedure, even when performed under optimal conditions in a medical setting, yet the AAP fails to attach much significance to the deaths stemming from the practice.147 Rather than objectively evaluating all available evidence, the AAP selectively quotes and references highly contested and controversial studies to attempt to justify an entrenched, yet outmoded, cultural -not medical -practice. The lack of attention to detail and depth of discussion suggests that the AAP was not concerned about the medical quality of their product. Other policy statements by the AAP are typically extremely well written, well researched, with in-depth discussion.
We question why the AAP is championing public funding for an unnecessary surgery at a time when the US faces a crisis in not being able to provide even necessary care for all its children.
As was just demonstrated in a report by the Institute for Medicine, an astonishing US$750 billion is wasted on healthcare each year in the USA. 148 In these days of rising medical costs and scarce resources, we simply cannot afford to continue to carry out such a harmful and outmoded practice.
Even in the far from definite case that benefits do exist, as the KNMG notes, 'it is reasonable to put off circumcision until the age at which such a risk is relevant and the boy himself can decide about the intervention, or can opt for any available alternatives.'21 Accordingly, the AAP should immediately retract its policy statement and technical report and replace them with documents reflecting such critical concerns as the functions of the lost tissue, medical ethics and the importance of respecting non-consenting children's rights.
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